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Abstract
This article presents lifetime and 12-month prevalence rates and comorbidity for post-
traumatic stress disorder (PTSD) among a sample of 428 homeless and runaway adoles-
cents. Data are from baseline interviews of a longitudinal diagnostic study of 428 (187 
males; 241 females) homeless and runaway adolescents aged 16-19 years (mean age = 
17.4 years, SD = 1.05). The data were collected by full-time street interviewers on the 
streets and in shelters in eight Midwestern cities of various populations. About one-
third (35.5%) of the runaways met lifetime criteria for PTSD and 16.1% met 12-month 
criteria for the disorder. More than 90% of the adolescents who met criteria for PTSD 
met criteria for at least one of the other four diagnoses. Multivariate analyses indicated 
that correlates of PTSD were age of adolescent, being female, having experienced se-
rious physical abuse and/or sexual abuse from an adult caretaker, and having been 
assaulted or injured by weapon when on the street. The multiplicative interaction be-
tween sexual abuse by caretaker and sexual assault when the adolescents were on their 
own was statistically significant, indicating that rape victims were highly likely to meet 
criteria for PTSD regardless of early sexual abuse. At very high levels of early sexual 
abuse, the probability of meeting criteria for PTSD converges with that for sexual as-
sault victims. 
Keywords: homeless adolescents, runaways, victimization, posttraumatic stress 
Besides living in a war zone, the vulnerability posed by running away and the ex-periences associated with being homeless and alone may pose the greatest risk for posttraumatic stress disorder among adolescents. Making one’s way on the streets 
is extremely stressful for adults (Goodman, Saxe, & Harvey, 1991) and is even more so 
for adolescents, whose vulnerability is increased by their developmental stage and so-
cietal norms of adult protection and supervision (Whitbeck & Hoyt, 1999). The first di-
agnostic criterion for posttraumatic stress disorder (PTSD) in the Diagnostic and Statisti-
cal Manual-III-R (DSM-III-R) is that the individual has been involved in a traumatic event 
that is “outside of the range of usual human experience” (American Psychiatric Associa-
tion, 1987, p. 236). Examples of what would constitute a traumatic event include experi-
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ences such as rape, molestation, being threatened with a weapon, witnessing a traumatic 
event, being in a bad accident, and being the victim of a physical attack (Kessler, Sonnega, 
Bromet, Hughes, & Nelson, 1995). The lives of runaway and homeless youth are charac-
terized by atypically high frequency of these types of traumatic experiences (Kipke, Si-
mon, Montgomery, Unger, & Iverson, 1997; Whitbeck & Hoyt, 1999). 
Estimates of the prevalence of lifetime PTSD from epidemiological studies of the adult 
population have been relatively constant. Rates of lifetime PTSD have been estimated to 
be in the range of 10%-12% for women, and 5%-6% for men (Breslau, Davis, Andreski, & 
Peterson, 1991; Kessler et al., 1994; Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). 
Generally, rates tend to be lower for younger persons, largely reflecting less cumulative 
risk exposure for traumatic events. For example, PTSD rates for young persons aged 15 
to 24 years from the National Comorbidity Survey were 10.3% for women and 2.8% for 
men (Kessler et al., 1994). Using data from a national probability sample, Kilpatrick et al. 
(2003) reported rates of 3.7% for boys and 6.3% for girls aged 12-17 years. 
Risk Factors among Homeless And Runaway Adolescents 
It is well documented that runaway and homeless adolescents often come from physi-
cally and sexually abusive family environments (Janus, Burgess, & McCormack, 1987; 
Kipke et al., 1997; Kufeldt & Nimmo, 1987; Tyler, Hoyt, Whitbeck, & Cauce, 2001; Whit-
beck & Hoyt, 1999). Compared to housed youth, reports from both the parents and the 
youth indicate that the early home experiences of homeless youth are characterized by 
caretaker neglect, abuse, and violence (Whitbeck, Hoyt, & Ackley, 1997). Caretaker mal-
treated runaway and homeless youth are about twice as likely as those who were not 
maltreated to manifest serious psychological and learning disabilities (Sullivan & Knut-
son, 2000). Once on their own, the adolescents are exposed to sexually predatory behav-
iors of adults and other street youth, violence, or the witnessing of violence. Self-reported 
victimization rates are extremely high (Hagan & McCarthy, 1997; Hoyt, Ryan, & Cauce, 
1999; Whitbeck & Hoyt, 1999) as is the almost constant fear of victimization (Kipke et al., 
1997). This fear of victimization is accompanied by stresses associated with shelter life, 
loss of protective supervision of adults, and the loss of routine and predictability in ev-
eryday life (Goodman et al., 1991). Moreover, existing stress symptoms may be amplified 
among those with histories of victimization (Whitbeck, Hoyt, &Yoder, 1999). 
Diagnostic Studies of PTSD among Homeless and Runaway Adolescents 
Very few studies have addressed PTSD among homeless adolescents. Several studies have 
included PTSD symptom measures (Buckner & Bassuk, 1997; Mundy, Robertson, Robert-
son, & Greenblatt, 1990), while others estimated PTSD among sheltered adolescents who 
had never spent time directly on the streets (McCaskill, Toro, & Wolfe, 1998), thus exclud-
ing those particularly at risk. We could locate only two prior studies that included diag-
nostic assessments of PTSD in samples of homeless youth who have actually spent time 
on the streets. Feital, Margetson, Chamas, and Lipman (1992) used the Diagnostic Inter-
view for Children and Adolescents-Revised (DICA-R) to assess 150 New York City ado-
lescents. Nearly one-third (32%) of the adolescents met lifetime criteria for PTSD. Cauce 
et al. (2000) used the Diagnostic Interview Schedule for Children-Revised (DISC-R) to in-
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terview 364 youth in the Seattle metropolitan area and concluded that 12% met criteria for 
PTSD. They point out that this was likely to be a lower-bound estimate due to a protocol 
that omitted the PTSD module for interviews where the earlier modules of the DISC had 
taken longer than 2 hours to administer. This occurred in 7% of the interviews. The length 
of the other diagnostic components is likely associated with meeting criteria for one or 
more disorders and, considering the general population estimates of high comorbidity 
between PTSD and other disorders (Kessler et al., 1994), it is logical to assume the lifetime 
PTSD rates in the Seattle sample may have been higher. In summary, the two diagnostic 
studies that have been based on samples of street youth provide mixed evidence regard-
ing prevalence of lifetime PTSD. 
Theory and Hypotheses 
Homeless adolescents often leave situations where they have been victimized (Janus et al., 
1987; Kipke et al., 1997; Kufeldt & Nimmo, 1987; Tyler et al., 2001; Whitbeck & Hoyt, 1999) 
only to experience the traumatic stress associated with living in public places (Goodman 
et al., 1991), fear (Kipke et al., 1997), and further victimization when they are on their own 
(Hagan & McCarthy, 1997; Hoyt et al., 1999; Whitbeck & Hoyt, 1999). Experiencing home-
lessness amplifies existing symptoms resulting from troubled backgrounds (Whitbeck, 
Hoyt, & Yoder, 1999). The experiences of street life provide much to exacerbate existing 
psychological symptoms and little or nothing to ameliorate them. Indeed, if not symp-
tomatic, street life may induce symptoms of depression and symptoms associated with 
traumatic stress (Whitbeck, Johnson, Hoyt, & Cauce, 2004). 
In this study we report lifetime PTSD prevalence rates and comorbidity patterns asso-
ciated with PTSD from a sample of 428 homeless and runaway adolescents contacted on 
the streets and in shelters in four Midwestern states. The purpose of the study was to in-
vestigate the ways contexts of victimization and precocious independence are associated 
with lifetime PTSD, For example, in the multivariate analysis we hypothesized that mal-
treatment by caretakers would be the principal stressor for meeting criteria for PTSD. Af-
ter that, we hypothesized that more proximal victimization at the point of running away 
or while the adolescents were on their own would be an important correlate of PTSD and 
reduce the effects of early maltreatment to nonsignificance. 
We also included in the multivariate analyses other variables that have been shown to 
be associated with risk for PTSD. Meeting criteria for PTSD is typically associated with be-
ing an older adolescent and being female (Kilpatrick et al., 2003; Whitbeck & Hoyt, 1999). 
We also included sexual orientation in the regression models because adolescents with 
same-sex sexual orientation are more likely to be rejected by caretakers, kicked out of the 
house, and victimized once on the streets (Cochran, Greer, & Mays, 2003; Cochran, Stew-
art, Ginzler, & Cauce, 2002; Whitbeck, Chen, Hoyt, Tyler, & Johnson, 2004). 
Method 
Sampling Procedures
Full-time specially trained street interviewers directly interviewed 428 (187 males; 241 fe-
males) homeless and runaway adolescents on the streets and in shelters in eight Midwest-
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ern cities (St. Louis; Kansas City, MO; Omaha; Lincoln; Des Moines; Cedar Rapids; Iowa 
City; Wichita). Seven full-time street interviewers were employed and housed in street 
outreach agencies. All but one of the street interviewers were experienced street workers 
who had been employed by street outreach agencies; several had experienced periods of 
homelessness themselves. Those who had no direct street experience had bachelor’s de-
grees in social services or the equivalent. 
To be eligible to participate in the study the young person had to be between the ages 
of 16 and 19 years and homeless. Our definition of “homeless” was that the adolescent 
must be residing in a shelter, on the street, or living independently (e.g., with friends, 
transitional living) because they had runaway, been pushed out, or drifted out of their 
family of origin. All of the adolescents were interviewed either in shelters, on the streets, 
or in independent living situations (e.g., transitional living, apartments or squats with 
friends). None were currently living with their caretakers. 
Because research has indicated that sampling designs that involve multiple points of 
entry to homeless populations are most effective in generating diverse samples (Burt, 
1996; Koegel, Burnam, & Morton, 1996), the sampling design involved repeatedly check-
ing locations where homeless adolescents were likely to be found in each of the cities. Lo-
cations included shelters, drop-in centers serving homeless youths, and various street lo-
cations where homeless adolescents congregate. The interviewers were instructed to go to 
these locations at various times of the day on weekdays and weekends. They were to ap-
proach shelter residents, and locate eligible respondents in various locations throughout 
the cities. In shelters and drop-in centers, only adolescents who met criteria as runaways 
were interviewed. On the streets, adolescents who were known to be homeless were ap-
proached as were those who appeared to be homeless. The interviewers were to continue 
recruiting until their caseload reached 60 adolescents, whom they would then track and 
reinterview at 3-month intervals. The actual interviews were performed in a range of cir-
cumstances from shelter interview rooms, outreach vans, apartments where adolescents 
may be doubling up with friends or relatives, quiet comers of restaurants, and outside. 
The length of the baseline interview raised concerns about subject burden. Therefore, 
the first wave interview was conducted in two parts. The first part consisted of a social 
history and symptom scales. The respondent was then asked to meet for a second inter-
view during which the diagnostic interviews were conducted. Typically the two inter-
views were conducted in the same week. In some cases there was up to 2 weeks between 
first and second interview. Although refusal rates varied across sites, on average, 90% of 
the adolescents who were approached for an initial interview and who met study criteria 
agreed to participate in the study. Of 455 respondents who completed the first interview, 
429 (94.3%) completed the second first-wave interview. Those who did not complete both 
interviews were older, more likely to be heterosexual, and more likely to have experi-
enced less victimization when on their own than were completers of both interviews. The 
respondents were paid $25 for the first interview and $25 for the second. 
Informed Consent Procedures
The adolescents were informed that this was a longitudinal study and the tracking proto-
cols were explained. Informed consent was a two-stage process. First, the study was ex-
plained and informed consent was obtained from the adolescent. They were assured that 
refusal to participate in the study, refusal of any question, or stopping the interview pro-
cess would have no effect on current or future services provided by the outreach agency 
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that provided office space for the interviewer. Second, all adolescents were asked if we 
could contact their parents. If permission was granted, parents were contacted, informed 
consent was obtained, and the parents were asked to participate in a computer-assisted 
telephone interview. If the adolescent was sheltered, we followed shelter policies of pa-
rental permission for placement and guidelines for granting such permissions. These pol-
icies were always based on state laws. In the few cases where the adolescent was under 
18 years, not sheltered, and refused permission to contact parents, the adolescents were 
treated as emancipated minors in accord with National Institute of Health guidelines 
(U.S. Department of Health and Human Services, 2001). A National Institute of Mental 
Health Certificate of Confidentiality was obtained to protect the respondent’s statements 
regarding potentially illegal activities (e.g., drug use). 
Computer-Assisted Personal Interview Training Procedures
The interviewers underwent 2 weeks of intensive training regarding computer-assisted 
personal interviewing (CAPI) procedures and administering the four indices (major de-
pressive episodes, PTSD, alcohol use/abuse, and drug use/abuse) from the University 
of Michigan-Composite International Diagnostic Interview (UM-CIDI) (Kessler, 1994a, 
1994b) and one index from the DISC-R. They then returned to their shelters and adminis-
tered several “practice” interviews with staff and respondents 20 years old or older. After 
completing their practice interviews the interviewers returned to the university for a 2nd 
week of training. All interviews were conducted on laptop computers and downloaded 
electronically to a special secure university server. 
With diagnostic interviewing using a computerized version of the UM-CIDI, the skip pat-
terns and question fills are processed automatically by the computer program. The in-
terviewers were all trained by staff who had completed the CIDI course on the adminis-
tration and scoring of the interview. The scoring of diagnostic categories was completed 
using the CIDI scoring algorithms. The diagnostic estimates generated by the computer-
ized administration and scoring of the CIDI have been shown to be consistent with inde-
pendent evaluations by trained clinicians (Wittchen, 1994). 
Sample Characteristics
Sixty-one percent of the males interviewed and 39% of the females had spent at least one 
night directly on the streets. When asked where they had stayed “last night” (i.e., night 
prior to interview), 40% had spent the night before in a shelter, 11% in a relative’s home, 
16% in the home of a friend or “acquaintance,” 16% in a foster/group home (operated by 
the street agency), 6% in their own apartment (transitional living programs operated by 
street agency), and about 10% in an abandoned house, on the street, or in similar settings. 
The number of times the adolescents had run away ranged from 1-51 times, with a mean 
of 8 runs (SD)=11.2). 
The adolescents ranged in age from 16-19 years, with an average age of 17.4 years 
(SD = 1.05). Fifty-nine percent were European American, 22% were non-Hispanic Afri-
can American, 5% were Hispanic, and the remaining self-identified as American Indian, 
Asian or Pacific Islander, or biracial. Fifteen percent identified themselves as gay, lesbian, 
or bisexual. Sixty-two percent of the adolescents reported that the population of their city 
of origin was 100,000 or greater, 10% said they were from a suburb of a large city, 8% were 
from a medium-sized city (50,000-100,000), 8% were from a small city (10, 000-50,000), and 
12% were from small towns or rural communities of 10,000 or less.  
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Measures
The UM-CIDI was used to assess major depressive episode, PTSD, alcohol abuse, and 
drug abuse. The UM-CIDI is based on DSM-III-R criteria and represents the University 
of Michigan revision of the CIDI (World Health Organization [WHO], 1990) used in the 
National Comorbidity Study (NCS; for information regarding the University of Michi-
gan revisions, see Kessler, 1994a, 1994b). Our use of the UM-CIDI allowed direct com-
parisons to prevalence rates from the NCS. Because the NCS sample age range is from 
15 to 54 years, we were able to select out NCS respondents of the same age range as 
those in our sample (16-19 years). The CIDI (WHO, 1990) from which the UM-CIDI is 
derived is a well-established diagnostic instrument (see Wittchen, 1994 for review) that 
has shown excellent interrater reliability, test-retest reliability, and validity for the five 
diagnoses that were used in this study. The UM-CIDI is currently a state-of-the-science 
diagnostic interview schedule that has been used extensively with trained interviewers 
who are not clinicians. 
To assess behavioral problems, the conduct disorder module was used from the DISC-
R. The DISC-R is a highly regarded, structured interview intended for use with trained 
interviewers who are not clinicians. It has been shown to have from good to excellent in-
terrater and test-retest reliability (Jenson et al., 1995; Shatter et al., 1993). 
Age of adolescent at time of interview was calculated using the date of birth of the re-
spondent and the date of the baseline interview. Gender of adolescent was coded 0 for 
females and 1 for males. Of the adolescents interviewed, 44% were males and 56% were 
females. 
Adolescent sexual orientation was assessed by a question in which the adoles-
cents identified themselves as straight, heterosexual, gay/lesbian, bisexual, never 
thought about it, something else, or confused or unsure. The variable was receded so 
that any individual listing a nonheterosexual or unsure sexual identity was coded as 
nonheterosexual. 
Caretaker abuse was assessed with two separate constructs: caretaker physical abuse 
and caretaker sexual abuse. To measure severe physical abuse adolescents were asked 
how often an adult who was taking care of them had beat them with their fists, ever ver-
bally or physically threatened them with a gun or knife, or ever wounded or physically 
hurt them with a gun or knife. To measure sexual abuse adolescents were asked if any 
adult taking care of them had asked them to do something sexual or had ever made them 
do something sexual. Response categories were receded to never, once, or more than 
once. The mean scales had a range from 0 to 3 with higher values indicating experiencing 
a wider range of severe physical abuse and sexual abuse. 
Age on own was a single item that asked the adolescents how old they were when 
they left home and were on their own for the first time. The mean age adolescents were 
first on their own was 13.4 years old (SD = 2.97). 
Street victimization was assessed with two individual items that asked adolescents 
about their experience of sexual or severe physical assaults while they were on their own. 
Sexual assault on their own was measured by asking the adolescents if while they were 
on their own how often they been sexually assaulted or raped. Severe physical assault on 
own was measured by asking the adolescents if while they were on their own how often 
had they been assaulted and wounded with a weapon. Response categories were receded 
to indicate if they had ever experienced either a sexual assault or a physical assault with a 
value of 1 indicating that they had. 
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Results 
Prevalence and Comorbidity
In all, more than one-third (35.5%) of the adolescents met lifetime criteria for PTSD. Nearly 
twice as many female runaways (44.8%) as males (23.5%) met lifetime criteria. Sixteen per-
cent of the adolescents met 12-month criteria for PTSD. The prevalence of 12-month PTSD 
among the females runaways (19.9%) was almost double that for males (11.2%). 
PTSD rarely occurred alone (Table 1). More than 90% of the adolescents who met cri-
teria for PTSD met criteria for at least one of the other four diagnoses. Almost one-half of 
the runaways (48%) who met criteria for PTSD also met criteria for major depressive dis-
order. Nearly all of the male adolescents (93.2%) and three-fourths (75.9%) of the females 
who met criteria for PTSD also met criteria for conduct disorder (CD). More than one-half 
of the male runaways (59.1%) who met criteria for PTSD also met criteria for alcohol and 
drug abuse. About half of the female runaways (48%) with PTSD also met criteria for al-
cohol abuse, and 44% also met criteria for drug abuse. 
Trauma Experiences Among PTSD Adolescents
Of the runaway adolescents who met criteria for PTSD, nearly two-thirds (63.8%) had ex-
perienced severe physical abuse by a caretaker (e.g., hit with fist, beaten, threatened or as-
saulted with a weapon; see Table 2). Male adolescents (79.6%) were significantly more 
likely to report severe caretaker physical abuse than were females (57.4%). One-half the 
adolescent PTSD females had experienced caretaker sexual abuse compared to 20.5% of 
the PTSD males. 
Table 1. Comorbidity of PTSD with Other Midwest Longitudinal Study of Homeless Adolescents 
Diagnostic Measures
                                                    All (n = 152)        Male (n = 44)       Female (n = 108) 
                                                             %                             %                              %
PTSD and MDE 48.0 45.5 49.1
PTSD and CD 80.9 93.2* 75.9
PTSD and alcohol abuse 51.3 59.1 48.1
PTSD and drug abuse 48.7 59.1 44.4
*p < .01 between males and females. 
Table 2. Experience of Trauma among Those Diagnosed with Lifetime PTSD (%)
                                                                                  Total                      Female                   Male
                                                                                (n = 152)                (n = 108)                 (n = 44) 
Ever experience severe parental abuse       63.8      57.4**      79.6
Ever experience parental sexual abuse       41.5      50**       20.5
Early runaway (< 14 years old)          51.2      49.1       59.1
Physically assaulted with weapon on own     32.9      27.8*      45.5
Sexually assaulted on own            29.6      41.7**      0.0
*p < .05 between males and females diagnosed with lifetime PTSD (ANOVA). **p < .01 between 
males and females diagnosed with lifetime PTSD (ANOVA).
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Many had experienced significant trauma when on the streets. Nearly one-half (45.5%) 
of the PTSD males and 27.8% of the females had been assaulted with a weapon. Of the fe-
male runaways, 42% had been sexually assaulted. 
Bivariate Correlations
All of the variables in the regression model, with the exception of age of adolescent, were 
significantly correlated with lifetime prevalence of PTSD (Table 3). Females, adolescents 
with same-sex sexual orientation, and those who ran away for the first time before age 14 
were all significantly likely to meet lifetime criteria for PTSD. The abuse and assault vari-
ables showed the strongest correlations with PTSD: sexual abuse by a caretaker (r = .31), 
severe caretaker physical abuse (r = .23), followed by sexual assault (r = .22) and physical 
assault (r = .15) when on their own. 
Multivariate Analyses
We used logistic regression models to investigate factors associated with the adolescents 
meeting lifetime criteria for PTSD (Table 4). With only age, gender, and sexual orienta-
tion in Model 1, older adolescents and females were more likely to meet lifetime criteria 
for PTSD. Female runaways were about three times more likely to meet lifetime criteria 
for PTSD than were males (OR = .35). Each year of age from 16 to 19 years increased the 
likelihood of meeting PTSD criteria by 28% (OR = 1.28). Sexual orientation was not statis-
tically significant. 
The addition of severe caretaker physical abuse greatly improved the fit of Model 2. 
For each unit increase in the measure of severe caretaker physical abuse, the likelihood of 
meeting lifetime criteria for PTSD increased two-fold (OR = 2.03). In Model 3, caretaker 
sexual abuse was introduced into the equation and significantly improved its fit. For each 
unit of increase in our measure of caretaker sexual abuse, the likelihood of meeting life-
time criteria for PTSD increased by 60% (OR = 1.60). 
Age of first runaway episode was added to the equation in Model 4, and it was non-
significant. Because they were highly correlated, the street variables assaulted with a 
weapon and sexual assault (r = .36) were added in separate models. In Model 5, assault or 
Table 3. Bivariate Correlations for All Variables Included in Analysis
                                     PTSD         1              2              3              4                5              6            7
1. Age  .056
2. Gender –.221** .218**  
3. Sexuality  –.105* –.083 .113*
4. Age on own  –.127** .065 –.029 –.049
5. Caretaker       
      physical abuse .234** .142** .034 –.086 –.169** 
6. Caretaker sex         
      abuse .308** .093 –.256** –.182** –.190** .255**  
7. Assaulted         
      on own .153** .238** .187** –.013 –.220** .277** .101* 
8. Sexual assault         
      on own .218** .073 –.330** –.162** –.074 .179** .357** .176**
*p <.05.   **p<.01.
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injury with a weapon nearly doubled the likelihood of meeting lifetime criteria for PTSD 
(OR = 1.84). However, sexual assault when on the street was not significantly correlated 
with PTSD even without physical assault in the equation (Model 6). The relationship be-
tween sexual assault when the adolescents were on their own and PTSD became more un-
derstandable when we introduced the multiplicative interaction between caretaker sex-
ual abuse and sexual assault after the adolescents were on their own to the equation in 
Model 7. The interaction was statistically significant and significantly improved the fit of 
the model. The interaction (Figure 1) indicated that regardless of experiencing caretaker 
sexual abuse, sexual assault is highly associated with meeting criteria for PTSD. However, 
as rates of caretaker sexual abuse increase, the likelihood of meeting criteria for PTSD in-
creases until at the highest levels of caretaker sexual abuse the probability of meeting cri-
teria for PTSD converges with that for sexual assault victims. 
Discussion 
PTSD was very prevalent among the runaway and homeless adolescents, and it seldom 
occurred alone. It was most likely to be comorbid with conduct disorder. Nearly all of the 
males and three-fourths of the females who met criteria for PTSD also met criteria for con-
duct disorder. This is an important finding indicating that many runaways with severe 
behavioral problems are also experiencing symptoms of trauma. This may be overlooked 
if the youth enter the criminal justice system. Moreover, PTSD occurred in conjunction 
with depression and substance abuse disorders at rates of about 50%. This high likelihood 
of PTSD occurring with other serious mental disorders among runaway and homeless ad-
olescents indicates that regardless of whether the adolescents present with externalizing 
or internalizing symptoms there are apt to be underlying symptoms of trauma. 
PTSD adolescents reported multiple serious traumatic experiences. Nearly two-thirds 
had a history of severe caretaker physical abuse, and one-half of the females had been 
sexually abused. Nearly one-half of the male adolescents had been assaulted or wounded 
with a weapon when on the streets, and nearly one-half of the females reported having 
been sexually assaulted when on their own. 
Figure 1. Multiplicative interaction between caretaker sexual abuse and sexual assault when ado-
lescents were on their own. 
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Our hypothesis that proximal trauma would supersede the effects of more distal care-
taker trauma was not supported in the multivariate analysis. However, the multiplica-
tive interaction between more proximal sexual assault when the adolescents were on their 
own and caretaker sexual abuse indicated that both affected the likelihood of meeting cri-
teria for PTSD. Sexual assault when the adolescents were on their own was highly associ-
ated with PTSD without regard to prior sexual abuse. However, as sexual abuse increased 
to very high levels, its effects were similar to those for adolescents who were sexually as-
saulted when on their own. This indicates that high levels of distal sexual trauma have 
the same effects of more proximate sexual trauma on lifetime PTSD. 
The picture that emerges for an adolescent runaway who meets lifetime criteria for 
PTSD is that of an older female adolescent (recall the sample age range was 16-19 years) 
who has experienced caretaker physical and/or sexual abuse and who has been subse-
quently victimized when on her own. Early traumatic experiences associated with care-
takers were very robust correlates of PTSD and remained statistically significant even 
when more proximal victimization variables were added to the regression equations. Al-
though we need longitudinal data to verify this, our findings suggests the origins of PTSD 
are often in the home and often predate running away. 
Limitations
Although this study is a significant contribution to our understanding of PTSD among 
homeless and runaway adolescents, it has several important limitations that should be 
taken into consideration. The most central is that it is a nonprobability sample. However, 
we believe the findings from the Midwestern sample are conservative estimates of what 
may be occurring in larger magnet cities and that data from multiple sites are a step for-
ward from single-shelter, single-city diagnostic studies. A second limitation is that the 
findings are limited to adolescent self-reports and do not include parent reports. How-
ever, the 16-19 year age range puts our respondents within the age parameters of UM-
CIDI diagnostic interviews for the National Comorbidity Survey (Kessler et al., 1994), 
which were based on self-reports. This report is based on DSM-III-R scheduled inter-
view protocols and algorithms. Criteria for the DSM-IV (American Psychiatric Associa-
tion, 2000) are slightly less restrictive than those for the DSM-III-R, which may conserva-
tively estimate the prevalence of PTSD. Another methodological limitation is that having 
only a single interviewer at five of the six sites and that the interviewers were working in 
six widely separated metropolitan areas made testing interrater reliabilities difficult. This 
was also complicated by subject burden and subject recontact. Although we tested for in-
terrater reliability during our practice sessions, we are unable to provide this information 
from the field. 
Clinical Implications 
These results have serious clinical implications. Runaway adolescents who present with 
symptoms of PTSD are highly likely to meet criteria for one or more other psychiatric 
diagnoses. Those most at risk for PTSD are those most likely to have engaged in dan-
gerous or antisocial behaviors. PTSD adolescents also should be evaluated for to co-oc-
curring affective disorders. The high number of PTSD adolescents who are abusing alco-
hol and drugs warrants serious clinical attention in treatment programs. Based on these 
cross-sectional findings, we can’t determine whether the traumatic symptoms emerge as 
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a consequence of victimization associated with substance abuse or whether the substance 
abuse is a self-medicating response to trauma symptoms. Likely it is some combination 
of the two. Regardless, PTSD should be taken into account when runaways present with 
symptoms of substance abuse. Moreover, these results indicate that PTSD in this popula-
tion occurs in response to multiple serious traumatic experiences that may not always be 
proximal. Rather, the effects of early caretaker physical and sexual abuse continue to be a 
major risk factor even when the adolescent is on the streets. 
In summary, although we express legitimate international concern for children trapped 
in war zones throughout the world, we should also consider the estimated 500,000 chil-
dren (House Committee on Education and Labor, 1984; Office of Juvenile Delinquency 
Prevention: Missing, Abducted, Runaway, and Throwaway Children in America, 1990) 
who face serious risk for trauma daily on the streets of our cities. These data provide what 
we believe are conservative estimates of trauma and PTSD among runaways because they 
are from small to medium-sized Midwestern cities and may not include high percentages 
of traveling runaways who tend to congregate in “magnet” cities such as Los Angeles, 
New York, San Francisco, and New Orleans. The developmental trajectories of these seri-
ously harmed young people are uncertain, but undoubtedly they will require a significant 
share of professional resources as they move into adulthood. 
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